The objectives were to test whether the short-term health outcome of rheumatology out-patients differs according to clinical priority. The setting was an NHS regional rheumatology out-patient department serving a catchment population of over 1 million. The subjects were 249 consecutive rheumatology out-patients categorized on the basis of the referral letter as 'urgent' (n = 50), 'soon' (n = 100) or 'routine' (n = 99). Primary outcome measures were the proportion of patients reporting improvement in health categorized by clinical priority (urgent, soon or routine) or main diagnostic group (inflammatory or non-inflammatory disease). Secondary outcome was change in health status measured using the EuroQol generic health instrument ( EQ-5D). Small but insignificant differences in the proportion of patients reporting health improvement were found between the urgent (28%), soon (23%) and routine (17%) categories ( Kruskal-Wallis, P = 0.186). Thirty per cent of patients with inflammatory joint disease reported improvement compared with 17% of those with non-inflammatory conditions (MannWhitney U, P = 0.019). In patients reporting improvement, the median (interquartile range) improvement in EQ-5D health utility score was +0.2 (0.58) (P = 0.0001) and that of visual analogue health score was +5 (16) (P = 0.001). Clinical priority setting, by giving priority to some patients over others, results in rationing by delay. These data do not support the hypothesis that fewer patients given a low clinical priority gain health benefit compared with those given a high priority. However, those with inflammatory joint disease do appear to have better short-term health outcomes.
I a recent large-scale population survey conducted in progressive disorders such as chronic low back pain. Patients in the 'routine' category may wait many Lothian Region, 24% of adult respondents reported long-term illness that limited daily activities or work months, often seem to gain little clinical benefit from their clinic attendance, and make a significant contribu-('limiting long-term illness'). Arthritis was the most prevalent self-reported disease and was associated with tion to long waiting times [5] . Assumptions about clinical priorities may differ a higher likelihood of reporting limiting long-term illness and poor health outcomes [1] .
between units, although in general it is likely that higher priority is given to patients with inflammatory Against this background, there is an active debate regarding the setting of clinical priorities in the NHS joint disease [2, 5] . However, neither the effect of clinical prioritization nor the effect of the consultation and heightened public demand for specialist services. Furthermore, demand for rheumatology out-patient on health outcomes have been tested in a routine clinical setting. While clinical priority setting will never consultations appears to be rising inexorably [2] . The initial effect of increased consultant provision has been be completely rational, the process would be made more explicit by providing evidence of its effect on to reduce both waiting times and the threshold for referring patients with, arguably, less serious comoutcomes. The main aim of this pilot study was to examine whether there are any measurable differences plaints [3, 4] . However, the experience of our unit and others [2] is that, despite increasing discharge rates, in health status or differences in short-term health outcomes between patients given a different clinical lengthening times between appointments and increasing the new patient throughput, waiting times continue priority. A secondary aim was to obtain quantitative data on outcomes which could be used as a basis for to rise. Although it may be argued that increasing consultant provision has a beneficial effect on health the design of future studies. by reducing disability, there have been no formal studies undertaken to demonstrate this. METHODS In many units, including our own, demand is conSubjects trolled using a triage system (urgent, soon or routine)
All general practitioner (GP) referrals are assigned which gives different priority to different clinical cata clinical priority (urgent, soon or routine) based on egories of patient, and results in differential waiting agreed explicit criteria which are known by both unit times [3, 5] (i.e. rationing by delay) [6 ] . For example, staff and GPs ( Table Ia) . Clinical priority was assigned patients with progressive disorders such as rheumatoid either by one of the consultants or a single experienced arthritis, which require specialist care, and for which senior registrar. If, for clinical reasons, the priority there is evidence that early intervention improves was changed while the patient was waiting for their outcome [7] , are given priority over those with nonappointment, the revised priority was used for the purpose of this study. A stratified sample of 249 patients consisting of 50 consecutive 'urgent', 100
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consecutive 'soon' and 99 consecutive 'routine' patients A total of 247 of the 249 subjects asked to participate †50 degenerative joint disease, 46 regional disorders, e.g. tennis were recruited and 205 (83%) completed a follow-up elbow or rotator cuff disease, 46 undiagnosed aches and pains, 14 assessment. There was no significant difference in age miscellaneous problems, e.g. osteoporosis, hypothyroidism.
between males and females, or between those allocated to urgent, soon or routine appointments; however, subjects who completed a follow-up assessment were identified at out-patient clinics on their day of attendance. All out-patients are supervised by a specific (responders) were significantly older than those who completed only a baseline assessment (non-responders) consultant and the 'final diagnosis' for the purpose of this study was the diagnosis assigned by the clinic (ANOVA, P < 0.0001) ( Table Ib) . The mean (s) waiting times were 35 (34), 89 (42) and 128 (64) days for doctor at their initial consultation. Patients were also assigned on the basis of this 'final diagnosis' to either urgent, soon and routine groups, respectively. The final recorded diagnoses were compared between an 'inflammatory' or non-inflammatory' broad diagnostic category.
the three referral categories. The majority of patients with inflammatory disease were given urgent or soon appointments, while in the routine category almost all
Clinical outcome measures
On the day of their appointment, patients were had non-inflammatory disorders ( Table Ic) . This confirms that the prioritization process, which is based on asked to complete the EuroQol ( EQ-5D) health status questionnaire [8] [9] [10] . One month later, patients were the information provided by the GP, is reliable. asked by letter to complete a second EQ-5D questionnaire and to answer the question: 'Since your outHealth status at baseline There was no significant difference in median patient consultation is your health-better, the same or worse?' Those who did not respond to the letter EQ-5D utility or EQ-5D vas scores between males and females, the three categories of referral (urgent, soon within 2 weeks were sent a second letter and telephoned.
or routine), responders and non-responders, or diagnostic categories. Subjects who subsequently reported Data from EQ-5D can be represented in three distinct forms. In brief, Part 1 is a questionnaire with five worsening of health status had lower median EQ-5D utility scores (not significant) and lower EQ-5D vas health domains relating to mobility, self-care, usual activities, pain and anxiety/depression. Each domain scores (P = 0.0065) ( Table II ) . ies, respectively. Fewer patients who reported improvement in health had problems in the 'usual activities' domain and 'anxiety/depression' domain compared ease reported improvement in health compared with those with non-inflammatory conditions, and selfwith those who reported no change or worsening of their condition at follow-up ( Table IV ) .
reported change in health was reflected by change in health status measured by EQ-5D regardless of diagnosis or referral category. However, there were no
Change in health status
There was no significant difference in the proportion significant differences between patients in the urgent, soon and routine categories, and, furthermore, the of patients reporting improvement or worsening of health between the three referral categories, but more proportion of patients with 'routine' and 'noninflammatory' conditions who reported improvement patients with inflammatory arthritis (30%) reported improvement in health compared with those with in health was much higher than had been predicted. This suggests that our view of the health benefits of a non-inflammatory conditions (17%) (Mann-Whitney, P = 0.019) ( Table V ) .
consultation for such patients is unduly pessimistic. Some useful preliminary observations were also In the whole population ( Table VI ) , and in each referral and diagnostic category, the median change in made on the health profile of different groups of patients recorded by EQ-5D. For example, patients EQ-5D utility and EQ-5D vas was zero (not shown). However, self-reported change in health was reflected given 'routine' appointments, despite having clinical problems which were perceived to be of low medical by significant change in EQ-5D utility and EQ-5D vas ( Table VI ) , and by significant change in the mobility priority, reported more problems at baseline with 'usual activities'. This may be a chance finding, but it ( KW test, P = 0.0006) and pain ( KW test, P = 0.0002) domains of the EQ-5D
profile . may reflect longer waiting times for appointments and, as a consequence, greater change in social role func-DISCUSSION tioning. Patients who reported fewer problems at baseline with 'usual activities' or 'mood' were more likely We believe this to be the first reported study of the outcome of unselected rheumatology patients in relato report subsequent improvement in health. Also, patients with inflammatory joint disease had a better tion to clinical priority setting (rationing by delay) using a generic health status instrument. Approxiimmediate outcome, with improvements in mobility and self-care, compared to those with nonmately twice as many patients with inflammatory dis- matory' and 'non-inflammatory'. Our power calculation suggested that we should be of the other more conventional rheumatological instruments [9] . It is likely, therefore, that the differences, if
Health change: KW test; *P = 0.0001, †P = 0.001.
any, in health between the different diagnostic and clinical groups in this study are smaller than clinicians expect. priate; in this instance, the likelihood of change in health status is small, although the confidence of the The expected health benefits of consultations are likely to differ according to the underlying rheumatolopatient may be improved. Whether a specialist consultation is needed for such a problem is debatable and gical condition. For example, a consultation may confirm a diagnosis of osteoarthritis and reassure a patient the referral would be given a low priority. In the case of a patient with newly diagnosed rheumatoid arthritis, that the measures already taken by the GP are appro-
